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 H 000 Initial Comments  H 000

This Statement of Deficiencies was generated as 

a result of a State Licensure Complaint 

Investigation conducted on your facility 1/26/11 

through 2/28/11.  This State Licensure survey 

was conducted by authority of NAC 449, Homes 

for Individual Residential Care, adopted by the 

State Board of Health on November 29, 1999.  

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

The census at the time of the survey was one. 

One resident file was reviewed and one employee 

file was reviewed.

Complaint #NVS00027463 -the allegation 

regarding medication was substantiated.  See 

Tag 0017.

 

 H 017 Director Duties-Protective Supervision

NAC 449.15523 Director: Duties. (NRS 449.249) 

The director of a home shall:

3. Ensure that the residents of the home:

(b) Receive:

 (3) Protective supervision and adequate services 

to maintain and enhance their physical, mental 

and emotional well-being.

This Regulation  is not met as evidenced by:

 H 017

Based on record review, observation and 

interview from 1/26/11 through 2/28/11, the 

director failed to ensure that 1 of 1  residents 
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 H 017Continued From page 1 H 017

received protective supervision and adequate 

services to maintain and enhance their physical, 

mental and emotional well-being (Resident #1 

-received an incorrect dosage of prescribed 

medication Hydrocodone).
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